The two primary functions of the bladder are storage and elimination of urine. In recent years the traditional surgical remedies for correcting symptoms associated with abnormalities of these functions have been questioned, 1 and alternative non-surgical therapies advocated. [2] [3] [4] It could be further argued that all urological symptoms should initially be managed medically, particularly because co-morbidity factors are known to influence the surgical outcome. Finally, the prevalence of these symptoms is so great that surgical correction of all but the very worst would be impossible due to limited resources. In this editorial, we challenge the reflex referral of women with lower urinary tract symptoms (LUTS) to gynaecologists and men to urologists. Medical treatment is eVective, non-mutilating, available to all patients irrespective of age and frailty, and can often be instigated by a specialist nurse. Initial referral to a surgeon of the patient with storage or elimination problems of the bladder is therefore misplaced and wastes valuable skills.
In this article, we argue that there is a strong case for the formation of the medical specialty of urology. There is no suggestion that surgeons treat patients with LUTS incorrectly, as they follow the lines advocated in this article, but rather that their surgical skills are not required in the majority of patients with these symptoms.
Prevalence of lower urinary tract symptoms
Although the prevalence of these symptoms, particularly incontinence, depends on the question asked, 5 there can be no doubt that many people living in their own homes suffer from incontinence and would benefit from treatment. 6 Many of these patients have associated co-morbidities, which would make operative treatment hazardous or at least the outcome less certain. It is known, for instance, that the prevalence of incontinence rises markedly with decreasing mobility and mental function, 7 8 and that LUTS within institutions, particularly nursing homes for older people, are extremely common. 9 The high prevalence of these symptoms alone questions the capacity of any doctor to assess and oversee initial therapy, many of which are known to be eVectively improved and cured by clinical nurse specialists.
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Outflow obstruction
Patients with symptoms such as hesitancy, needing to strain, a weak stream with dribbling and a feeling of incomplete emptying are usually male. Although variable, these symptoms are usually associated with diYculty in emptying the bladder, but may also be symptoms of diYculty in storage of urine (see below). The most common cause of symptoms in these patients is benign enlargement of the prostate, which occurs in 50% of men in their fifth decade, increasing to 90% in the ninth. 11 However, many men are not bothered by their symptoms or would not withstand an operation. 12 There is thus no place for the knee jerk reaction of referring all men with LUTS to an urologist, who in the past frequently carried out a transurethral resection of the prostate. Present day management in surgical clinics reflects a marked move from this position towards the medical model. Many such patients, watched symptomatically and objectively over several years, do not deteriorate. 2 3 Conservative management includes general advice (see below) and the use of drugs to relieve obstruction. Such methods are not curative and may produce only modest improvement in objective measures such as urine flow rates. However, they often relieve the bothersomeness of symptoms, therefore postponing surgery further. 12 . Such drugs include alphaadrenoreceptor antagonists, the newer ones of which are selective for alpha 1 receptors and therefore have fewer sideeVects. Further understanding of alpha 1 receptors have enabled development of even more specific drugs acting on subtypes of the alpha-receptor. 13 14 The place of 5-alphareductase inhibitors is as yet uncertain, and their cost-eVectiveness unclear; drugs such as finasteride block the conversion of testosterone to dihydrotestosterone, which is 100 times more potent and more active within the prostate. Whilst there is no doubt that these drugs can reduce prostatic size, the proof that they thereby improve LUTS and objective signs of outflow obstruction in all men with symptoms is lacking. 15 16 Finasteride may be more eVective in those with large prostates and may make small, although statistically significant, decreases in the occurrence of acute retention and surgical interventions. 16 17 Surgical referral is recommended in patients with severe symptoms, especially if they are rapidly progressive, in those in retention or with recurrent urinary tract infections, haematuria, bladder stones or obstructive nephropathy, in men with an abnormal rectal examination or a raised prostate-specific antigen concentration, and in all patients who fail to respond to watchful waiting.
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Overactivity of the detrusor muscle (unstable detrusor)
Patients with an unstable bladder complain of urgency, frequency and urge incontinence. This is because when the detrusor muscle contracts involuntarily it threatens to, or actually overcomes, urethral resistance. It is the commonest associated condition in patients with incontinence and its prevalence rises with age. It was never a condition likely to respond to surgery although 'last ditch' enormously invasive and questionably eVective operations are done for this condition. Treatment of the overactive bladder is by bladder drill which includes the use of pelvic floor muscle exercises and inhibiting the response to urgency, with or without anticholinergic therapy. 19 20 Burgio et al recently showed in a randomised controlled trial that such behavioural treatment was more eVective than oxybutynin or placebo, and led to far fewer requests to change to other treatments. Oxybutynin was more eVective than placebo. 20 Improvements in therapy have already followed a better understanding of the clinical pharmacology and specificity of the drugs used, such as oxybutynin 21 and tolterodine. 22 Further advances may result from knowledge of muscarinic receptor subtypes in the bladder, and of the neurological pathways involved in continence. 23 There is likely to be even more eVective drug therapy in the future.
lifting. The patients are almost always women, and the symptoms are caused by weakness of the urethral sphincter with normal bladder activity. It is the least receptive condition for non-surgical treatment. Many women respond to conservative therapies and so none should be considered for surgery without a trial of these treatments. 24 Patients with bleeding, pain and gynaecological pathology, including marked prolapse, need a surgical opinion. The object is to improve pelvic floor musculature suYciently to increase the sphincteric action around the urethra and support the pelvic organs, and to improve the non-muscular closure of the urethra with oestrogens. Cure and satisfaction rates after pelvic exercises may be as high as 60-70%. Such exercises have no side-eVects but success depends on the correct assessment of the contraction of the pelvic muscles, and the woman's ability and determination to do them. Clear instructions and good support to improve motivation increase adherence to training, and increase the willingness to continue with home exercises for life. 24 25 Biofeedback techniques and electrical stimulation may well improve these techniques for those who cannot contract their muscles initially. Oestrogen therapy should benefit those with genuine stress incontinence because of the known eVect of oestrogen on tissues around the urethral sphincter area. 26 The action on the vascularity of the submucosa and the mucosa itself are likely to be particularly relevant. However, the methodology of present trials of oestrogen for stress incontinence is poor, and leaves unanswered the question whether or not oestrogen directly aVects urethral sphincter closure. 27 From present knowledge, it is reasonable to use oestrogen therapy in those who are known to be oestrogen-deficient. A high index of suspicion for such deficiency is appropriate in all post-menopausal women. This is backed up clinically by a history of dryness, itching, burning and dyspareunia. Examination shows a dry, smooth vaginal wall, which may be red, cracked or bleeding in severe cases. An alkaline pH, a vaginal smear for cytology, follicle-stimulating hormone and luteinising hormone concentrations are the relevant investigations if doubt still exists. 28 The success of surgery for stress incontinence depends on whether surgeons or patients are asked about the outcome, 1 and is more likely in those with increased severity of symptoms pre-operatively, in younger women, and in those with no co-morbidity or obesity. Those with additional urge incontinence, anatomical problems or prolapse are unlikely to respond so well.
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Retention of urine
Complete urinary retention and incomplete bladder emptying are more commonly found in men. No symptoms confirm the diagnosis absolutely, which is defined as a post-micturition residual of >150 ml, measured by ultrasound or single catheterisation. Outflow obstruction is the commonest cause of retention, but poor detrusor function, particularly in older people, also occurs. Drugs, neurological conditions, and the results of surgery all cause retention. The treatment obviously depends on the cause but whatever it is, immediate catheterisation is necessary. Subacute or long-term catheterisation is better carried out on an intermittent self-or carer basis. 30 A suprapubic catheter may be better than a long-term indwelling urethral catheter, because of less leakage, trauma and infection. It is easier to change, and can be maintained with a higher standard of personal hygiene.
'Transient' causes of LUTS
'Transient' causes of LUTS are usually precipitators which aggravate underlying pathology rather than absolute causes such as those discussed above. This category includes urinary tract infections, drug therapy, increased urinary solute load (glycosuria or hypercalcaemia), oestrogen deficiency, psychiatric conditions such as depression or confusion, lack of mobility, inappropriate fluid intake and overloading of the bowel. 8 All of these conditions respond only to nonsurgical therapy. They need exclusion in every patient with LUTS.
General advice
Many dietary factors may play a role in either the pathogenesis or the resolution of incontinence. Although published evidence for eVect is minimal, they are acceptable as general good advice, increase the well being of suVerers and do no harm. Factors in this category also include weight loss, stopping smoking, caVeine consumption, fluid intake (both excessive and restrictiveapproximately 1.5 l per day is advised), and the relief of constipation. Perineal hygiene which includes a soapy wash once daily is also beneficial, and is largely overlooked by healthcare professionals.
Co-morbidity problems
Because LUTS increase with age and disability, many patients have co-morbid conditions, which require treatment in their own right. These conditions are largely medical, or require careful medical assessment. 
